An emerging strength of stereotactic RFTC is its high precision in brain areas where conventional resection would carry a significant risk for persistent neurological deficits. This observation has been made before by other groups who applied stereotactic RFTC to hypothalamic hamartomas 10 and periventricular nodular heterotopia.
Letter to the Editor
Comment from Professor Andreas SchulzeBonhage on: Lesion-focused stereotactic thermo-coagulation of focal cortical dysplasia II-B: A new approach to epilepsy surgery?
In this well-written paper the authors report stereotactic radiofrequency thermo-coagulation in two patients with sulcal FCD. Obviously this method was used after careful consideration, and the outcome reported was satisfying.
It needs to be mentioned, however, that visible sulcal thickening with a transmantle sign on MRI frequently is only the tip of the iceberg of a dysplastic cortical region, underestimating the true extent of dyslamination. Approaching such more extensive lesions with stereotactic interventions can certainly not be advised.
Furthermore, even to achieve a well-localised area of destruction, thermocoagulation had to be performed at 16 or 14 sites, which were approached using an electrode of 2 mm diameter, via four 8 mm burrholes and six to seven trajectories. It appears questionable if the brain tissue surrounding the target area is better preserved following this approach compared to a circumscribed microsurgical procedure targeting the sulcal cortex. Larger series would also be required to judge if the risk of lesioning a blood vessel is lower if such a multidirectional stereotactic thermocoagulation approach is chosen.
